Introduction
The term 'irritable bowel syndrome' (IBS) has been used to describe a number of behavioural groups involving symptoms occurring from the oesophagus through the entire length ofthe gastrointestinal tract. In this paper, the condition refers rather to the irritable colon syndrome, frequently self-diagnosed by patients as colitis, spastic colon or diverticulitis. The symptoms include lower abdominal discomfort, distension and an urgent desire to evacuate the bowel. This results in the passage of flatus with a small amount of stool, sometimes accompanied by mucus. Although this fairly clear-cut group of symptoms was invariably present, some patients reported the occasional occurrence of constipation. However, when questioned further, it was rather suggested that this was a brief respite from the usual symptoms.
Over-activity of the bowel is a common response to ansiety and a fiequent complaint of certain susceptible individuals where that particular organ has become 'sensitized' to this response. 'Desensitization' may be achieved ifthe subject can be taught to remain calm in situations previously perceived as stressful. Hypnosis presents itself as an ideal medium for procuring this objective and may be described as 'an altered state of awareness effected by total concentration on the voice of the therapist. It will result in measurable physical, neurophysiological and psychological changes in which may be produced distortion of emotion, sensation, image and time'". In the absence of any psychiatric pathology which may preclude its use, most patients can be hypnotized2. In this state the use of guided imagery can be particularly effective and patients may visualize themselves entering into situations previously interpreted as stressful whilst the feeling of calmness is maintained. The autonomic effects which would otherwise be experienced therefore fail to occur. In this way the patient relearns a new response to situations which previously resulted in the IBS.
Method
A full medical and psychiatric history is taken including results of any investigations and previous treatment. In all cases the possible origin of the problem is explored and fully discussed together with relevant family and environmental problems. The use of hypnosis and method of induction are explained and reassurance is given that the sole purpose of treatment is to teach control of a hitherto uncontrollable and unacceptable response.
At the second session hypnosis is induced by the technique known as eye fixation with progressive relaxation1. During the latter phase, emphasis is given to feelings of abdominal comfort. Induction to eye closure and light trance takes approximately 5 minutes with a further 10 minutes for deepening of the trance state. Suggestions are then given to the patient of the onset of typical irritable bowel symptoms and when this sensation is adequately experienced confirmation is obtained by an ideomotor signal (the patient is asked to raise a finger). Feelings of relaxation and abdominal comfort are immediately suggested and confniration is once again obtained.
By this method of 'provocative desensitization' the patient is shown that the response can be completely controlled.
At subsequent weekly sessions a list is obtained on each occasion of any stressful situations anticipated in the period ahead. Hypnosis is induced with deepening and these situations are visualized by the patient by direct suggestion and in chronological order whilst the feeling of calmness and of abdominal and bowel comfort is maintained. These anticipated life events are thus dealt with in advance (prospective desensitization) and no hierarchy, as previously taught3, is required. They provide the necessary in vivo situations for practical retraining. The total time required for induction, deepening and treatment is 30 minutes. Self-hypnosis is taught to every patient (whilst in hypnosis) with instructions to carry out this exercise twice daily. 'Self desensitization' is achieved by demonstrating to the patient that he can also visualize in self-hypnosis, anticipated daily events and remain symptom-free.
Brief supportive therapy in the form of suggestions offeelings ofwell-being in the course ofdaily activities and suggestions of ego-enhancement2 are invariably added at every treatment session.
Case reports
Eight consecutive cases were treated (6 males and 2 females). These were seen either in an NHS hospital psychiatric outpatient department, or in private practice. Each had been referred by the general practitioner and presented symptoms generally accepted as those of the IBS4. In all cases previous investigation had revealed no pathological abnormality and treatment was by the method described. bd, diazepam 2 mg three times a day and as necessary and metaclopramide 10 mg three times a day. Treatment results: continued improvement since day 1. By session 18, medication reduced to codeine phosphate 15 mg daily with 1 or 2 loose bowel actions in the morning. Sessions reduced to fortnightly then monthly. All medication discontinued by session 23. Follow-up: 5 years, remains symptom-free but revealed flying phobia. Successfully treated with clomipramine. 
Discussion
Research into the problem of the IBS has been considerable but the condition remains an enigma in the absence of any specific identifying pathology. Theories of aetiology and various treatment regimens abound so that an extensive literature has evolved around the subject. A recent editorial5 asks how important are emotional and psychological factors in pathogenesis of the irritable bowel syndrome? One paper6 reviews the evidence which shows that the IBS is essentially a behavioural disorder, but there is also much evidence to support an organic origin to the condition and both psychological and pathological possibilities have been dealt with in an up-to-date and comprehensive publication7. Low fibre intake, various dietary sensitivities, smoking and alcohol have all been implicated as have recently aerophagia possibly provoked by stress8 and hyperventilation9. Responses mediated by the autonomic nervous system are very susceptible to Pavlovian conditioning'0 and these include nausea ('sick with fear') 'butterflies', dyspepsia and diarrhoea ('queezy tummy') and it is conceivable that such recurrent responses to stress become the learned responses of the irritable bowel.
That functional disturbances could cause disease was also suggested by Adler" when dealing with the problem of organ inferiority and he pointed to the susceptibility ofthe gastrointestinal tract. However, coping abilities vary with each person'2 and the interpretation of events recognized as stressful is strictly an individual matter. The interest in psychological factors has resulted in many theories such as defects in personality, dependent relationships with parents or an expression of anger as a cause of the problem, whilst some contend that symptoms can be traced to over-emphasis on potty training and regular bowel habit in childhood. The disease has also been associated with a well-defined personality not uncommonly related to the unfortunate effect of an over-possessive mother'3. Wolff'4 noted that 'in studies of the large bowel it has been observed that in those who perceive themselves as threatened in a given way, quantities of blood engorge the mucous membranes and motility and secretion are augmented.' It should also be recalled that every schoolboy is aware of the sensitivity ofthe distal colon as an organ for spontaneous emotional response.
One study'5 has shown that half the referrals to gastrointestinal clinics suffer from the IBS and it is claimed that the condition accounts for 50-70% of all patients referred with digestive complaints16. Equal numbers of men and women are affected'7 but most who attend outpatient clinics for their symptoms are women'8. Moreover patients with the IBS score consistently higher than others on various psychometric scales and psychiatric ratings'9. Another survey demonstrated a strong and consistent association between functional abdominal disorders and psychological and social probleMs20.
Treatment reported involves the use of a wide variety of drugs, diet, some form of psychotherapy or a combination of two or all of these. An earlier paper21 described the treatment of 'nervous diarrhoea' using the technique of progressive relaxation22. The 4 patients treated for conditions involving this and other symptoms ofthe IBS showed marked and sustained improvement which was maintained in follow-up averaging 6 months. The method as originally described by Jacobson22, however, required from 50 to 200 sessions of 'assiduous' training to achieve the relaxation required for therapy, but later workers have considerably reduced the number of sessions necessary.
In a recent paper23, 30 patients with refractory EBS were treated with either hypnotherapy or psychotherapy and placebo randomly allocated. The latter group showed a small but significant improvement in most symptoms but not in bowel habit. The hypnotherapy patients showed a dramatic improvement in all features with no relapses during the 3 month follow-up period. Hypnotherapy was directed solely at general relaxation and control of intestinal mobility with suggestions of warmth (by placing a hand on the abdomen) and control over gut function. The symptoms of the EBS have previously been described as those ofa monosymptomatic phobic response2l. As such they should respond to desensitization using hypnosis3 in which state, with cortical activity damped down, conditioning is easy24.
Hypnosis has been shown to involve a true neurophysiological state with recognized electroencephalographic features25-27. Sufficient relaxation for treatment can be obtained within a few minutes. Highly realistic imagery can be produced, no sign of stress need ever be experienced28 and the use of symptom removal by direct suggestion, with the danger of symptom substitution, is avoided. Prolonged follow-up has confirmed the value of this method.
